debated human rights issues affecting women and girls around the world.
8
The Beijing Declaration and Platform for Action, approved in September 1995 at the FWCW, is a global commitment to achieving equality, development, and peace for women worldwide. It covers a variety of issues and, with the Programme of Action developed at the ICPD, it is the most important document governing the progress of women's reproductive health worldwide.
Black women from the United States, the Caribbean, and Africa were well represented at the FWCW NGO forum.
9 It was a historic moment for the 45,000 global sisters who gathered for three weeks of open workshops, protests, and symposiums. 10 Not only was the FWCW historic because it was one of the largest UN conferences of its kind, it was also one of the first UN conferences at which African and African-American women were consistently key players on the international front and held the captive attention of their global peers around issues related to reproductive health. Consequently, this chapter examines the impact of Black women on the international reproductive health movement, particularly the infusion of reproductive health principles into the international human rights regime.
black women and the international reproductive health movement
Three of the forty-five official U.S. delegates to the FWCW were Black women, including Atlanta businesswoman J. Veronica Biggins, who served as vice chair of the American delegation. Of the more than 8,000 Americans attending the NGO Forum, an estimated 1,000 delegates were Black. 11 The largest grouping of Black American women came out of the joint delegation of the Lawyers' Committee for Civil Rights under Law and the National Council international feminist movement for several decades. The UN Conference brought together heads of state and government officials to debate and draft a Platform for Action to address women's needs and human rights across the globe. Although the Platform for Action is not a binding document, governments are expected to commit resources to enact the policies it outlines on the national level after the conference. Thus, the document is designed to serve as a guide for national legislation and to help shape international priorities in the future. Communication between the NGO Forum participants and the government officials at the UN Conference was constant. 8 See http://www.un.org/geninfo/bp/women.html. 9 See Voices of African American women in the United States of America: The unkept promises of the Platform for Action compiled by Lawyers' Committee for Civil Rights Under Law, Barbara Armwine, Executive Director, Adjoa Aiyetoro, Editor (May 2000); and Black women and the World Conference, Ebony (December 1995), available at findarticles.com/plarticles/ mi_mto77/is_n2_v51/al_17934730/?tag=content;col1. 10 Id. (refers to Ebony article at 43-44). 11 Id. at 44.
of Negro Women, which had a combined total of 110 delegates.
12 Hundreds of Black women from Africa and the Caribbean were also instrumental in bringing issues of significance to Black women worldwide to the forefront of discussions at the conference.
13
It was women of African descent and women from developing countries who lobbied and educated participants at the NGO forums about the ways race and economics impacted reproductive health and overall well-being. Their life stories challenged more privileged women (i.e., White women and women with economic resources) to expand their understandings of what was needed to improve the reproductive lives of all women. It is no coincidence therefore that the definition of reproductive health that came out of the Cairo and Beijing conferences was comprehensive. The definition reads:
Reproductive health is a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity, in all matters relating to the reproductive system and to its functions and processes. Reproductive health therefore implies that people are able to have a satisfying and safe sex life and that they have the capability to reproduce and the freedom to decide if, when and how often to do so. Implicit in this last condition are the right of men and women to be informed and to have access to safe, effective, affordable and acceptable methods of family planning of their choice, as well as other methods of their choice for regulation of fertility which are not against the law, and the right of access to appropriate healthcare services that will enable women to go safely through pregnancy and childbirth and provide couples with the best chance of having a healthy infant.
14 Furthermore, Chapter 7 of the Cairo Programme of Action includes the right to make decisions concerning reproduction free of discrimination, coercion, and violence, as expressed in human rights documents. In addition, Paragraph 96 of the Platform of Action that was adopted at the FWCW reaffirms the Cairo Programme by stating that "[t]he human rights of women include their right to have control over and decide freely and responsibly on matters related to their sexuality, including sexual and reproductive health, free of coercion, discrimination and violence."
Prior to this comprehensive definition of reproductive health, discourse about international reproductive health focused primarily on access to family planning services without adequately considering the safety, affordability, and acceptability of the methods of family planning that were used. Similarly, reproductive health conversations often failed to recognize the fact that many women were more interested in having healthy babies than they were in limiting their reproductive health options to contraception and abortion. These issues were brought into focus at the ICPD and FWCW Conferences primarily by Black women and other women of color from around the globe who offered critiques of the dominant framework of "reproductive choice," and hence of feminism, in family planning.
In essence, the "reproductive choice" framework emphasized a consumeroriented approach to family planning. Whereas economically privileged women were primarily concerned with the quantity of "choices" made available to them through their purchasing power (abortion, the pill, the IUD, diaphragms, etc.), less privileged women expressed the fact that the only choices that were made available to them were dangerous ones that resulted in permanent sterilization as a result of unconsented surgery or temporary sterilization as a result of Norplant and Depo-Provera use. Black women argued that the limited options that they were offered were a direct result of their race and/or socioeconomic status, and, by introducing this intersectionality approach, they shifted the focus of the conversation from the quantity of choices to the quality of choices.
As previously noted, this chapter will unearth the variegated contributions that Black women have made toward evolving international reproductive health concerns into international human rights issues through dialogue, advocacy, and technical assistance. It will highlight specifically how such efforts have normatively shaped international human rights standards that focus on the rights to safe birth control, to be informed about the side effects of birth control, to have children (not just to terminate pregnancy), and not to have race and economic status dictate the outcome of reproductive health. Specifically, this chapter concentrates on the way in which Black women's experience with Depo-Provera, Norplant, and sterilization abuse have impacted the international conversation about reproductive health and how these dialogues contributed to the comprehensive definition of reproductive health used in the Cairo Programme of Action and the Beijing Platform. Special attention is focused on Depo-Provera and Norplant because these contraceptives were used in ethically questionable ways on Black women all throughout the Diaspora. During the FWCW NGO Forum, a protest demonstration against Norplant and Depo-Provera was staged primarily by women of color from several different countries, including the United States, South Africa, Ghana, Mozambique, Brazil, and Egypt. 15 This chapter focuses on the experiences of Black women in Zimbabwe, South Africa, and the United States because these experiences have been documented by NGOs in those countries and were therefore most accessible in terms of research. Black women in all three of these countries have the common legacy of surviving apartheid, resisting reproductive oppression, and organizing against either Norplant or Depo-Provera in a way that captured international attention.
what is depo-provera?
Depo-Provera is an injection of a synthetic version of the hormone progesterone that prevents pregnancy for up to three months by inhibiting ovulation and making cervical mucus uninhabitable for sperm. 16 It is commonly referred to as "the shot."
17 It is associated with osteoporosis; loss of sex drive; sterility; an increased risk of breast, cervical, and uterine cancer; and severe depression.
18 Depo-Provera use is associated with decreased condom use, which raises women's susceptibility to sexually transmitted infections (STIs) and HIV infection. Some studies also indicate that Depo-Provera may be an independent risk factor for contracting HIV and other STIs. In September 2004, The Journal of the American Sexually Transmitted Disease Association reported that Depo-Provera also causes a threefold increase in the risk of acquiring chlamydia and gonorrhea. 19 This association with STIs and STDs is of great concern to Black women because of the disproportionate number of them who are already at risk.
In 1967, Depo-Provera was denied approval by the U.S. Federal Drug Administration (FDA) because of its link to cancer in laboratory animals.
20
Despite this lack of FDA approval, Depo-Provera was used on 14,000 women at the Grady Clinic in Atlanta, Georgia, between 1967 and 1978. 21 Fifty percent of the women who served as subjects in this experiment were low-income Black women.
22 Many of the women who served as test subjects in the DepoProvera experiment did so without their knowledge or consent, 23 and most were not told that there were side effects associated with Depo-Provera.
24
Several of the women were later diagnosed with cancer, and a few women died during the trials.
25 However, reports submitted to the FDA did not include information about these deaths.
26
In 1978, the FDA denied approval of Depo-Provera a second time because (1) animal studies done on dogs confirmed an elevated rate of breast cancer, (2) an increased risk of birth defects was noted in human fetuses exposed to the drug, and (3) there was no pressing need shown for use of the drug as a contraceptive.
27 In 1983, Depo-Provera was denied approval by the FDA yet again. However, in 1987, the FDA changed its regulations to require cancer testing in rats and mice instead of dogs. Because Depo-Provera did not cause cancer in these animals, the path for approval of Depo-Provera was paved.
28
In 1992, Depo-Provera was approved by the FDA for distribution in the United States.
29 It took Pharmacia and Upjohn Pharmaceuticals, the company that produces Depo-Provera, twenty-five years to obtain FDA approval as a "safe" drug. 30 This approval occurred over the vigilant opposition of major health organizations representing women of color, including the National Women's Health Network, the Native American Women's Health Education Resource Center, the National Latina Health Organization, and the National Black Women's Health Project. These organizations opposed the approval of Depo-Provera not only because of safety concerns, but also because women of color were being coerced and targeted by medical providers to use the drug, signaling to many that it was being utilized as a tool of population control rather than a freely chosen method of birth control.
31
Although millions of women today have used Depo-Provera, many of them complain that it has had a negative impact on their physical and emotional health.
32 The side effects include hair loss, extreme weight gain (15-30 pounds), severe acne, near-suicidal depression, nervousness, dizziness, heavy menstrual flow, and irregular periods or no periods at all.
33 There is no antidote available for a woman experiencing any or all of these side effects, which could last anywhere from six to ten months after the initial injection. reported that 33 percent of Depo-Provera users were under the age of 19; 84 percent were Black women; and 74 percent were low income.
36
The experience of Black women in Zimbabwe, South Africa, and the United States are of particular importance.
The Zimbabwe Experience
In 1981, Minister of Health Herbert Ushewokunze banned the use of DepoProvera in Zimbabwe.
37 Although the underlying impetus to ban the drug was its harmful side effects, Minister Ushewokunze stated, "[t]he application of Depo-Provera is racist because in Zimbabwe, only Black women are advised to try it. White women do not use it. It is all part of a plot by our former oppressors. It is racism."
38 The "former oppressors" that the Minister of Health was referring to were the White minority Rhodesian Front, the governing party that ruled Zimbabwe from 1962 through 1978. According to the Minister of Health, the Rhodesian Front used Depo-Provera to keep the African population under control.
Depo-Provera was introduced into Zimbabwe in 1969 through the support of the Family Planning Association of Rhodesia (FPAR), and, by 1974, it became the "most popular" form of birth control. During the 1970s, it was alleged that Depo-Provera was a weapon of the White regime to control the majority Black population by effectively eliminating future generations. Depo-Provera was seen as "a symbol of the intrusion of Western imperialism and racism" into the bodies of Third World women.
39
By the 1980s, FPAR was spending up to $1 million dollars a year on DepoProvera.
40 It was only after Zimbabwe gained independence from the United Kingdom in 1980 that the new government brought the issue of Depo-Provera and its use on Black women to the forefront. It was alleged that, by 1980, between 90,000 and 100,000 Zimbabwean women were using Depo-Provera.
41
Some people argued, however, that Zimbabwean women welcomed the use of this drug as a powerful tool to control their own fertility, in that they could secretly practice birth control without the consent or knowledge of their 36 Id. 37 Amy Kaler, A threat to the nation and a threat to the men: 
husbands.
42 This argument, however, was undermined by allegations that the drug was routinely administered to Black women without obtaining their fully informed consent and without advising them of the harmful effects of the drug.
Zimbabwean women reported that they were being coerced to take DepoProvera under threat of losing their employment on White-run commercial farms; that Depo-Provera had been administered to their bodies without informed consent; and that when they took their children to medical clinics, they were threatened that if they did not accept the Depo-Provera injection, their children would not receive medical treatment. 43 The decision to ban Depo-Provera in Zimbabwe was prompted by African women's complaints about the administration of the drug, as well as by the fact that Depo-Provera did not receive the safety stamp of approval by the U.S. FDA and was therefore considered by many to be unsafe. In addition, the fact that Depo-Provera was being used as a political tool by the South African apartheid regime to control the Black population 44 raised suspicion that it was, in many ways, indicative of the global sentiment that Depo-Provera was a tool of colonial power used to control the bodies of African women."
45
As a result of the lack of respect for the autonomy and human rights of Black women in Zimbabwe, Depo-Provera developed a nefarious reputation for being a form of population control rather than birth control.
46
Consequently, the decision of the new government to ban the use of DepoProvera in 1981 was seen as a move in the right direction.
47

The South African Experience
The history of the use of Depo-Provera against Black South African women was eerily similar to the stories of Black Zimbabwean women. Allegations of coercion, deception, lack of consent, and threats associated with the DepoProvera injection, as well as stories of threats made by employers against Black women who refused to use Depo-Provera, abounded. Like Zimbabwean 42 Because Depo-Provera is an injection, there is no interruption during sexual intercourse to insert contraception, and it is therefore easy for the male partner to be unaware that his female partner has decided to prevent pregnancy by using contraception. 43 Kaler, supra note 37, at 347-56. 44 Id. at 354. 45 women, South African women were forced to use Depo-Provera to keep their jobs in White-owned factories. Just like the women who worked on the White-run farms in Zimbabwe, Black women in South African factories were threatened with the possibility of losing their employment if they refused the Depo-Provera injection.
48 Many women also received a compulsory injection after giving birth. 49 The apartheid government targeted almost exclusively Black and mixed-race women for Depo-Provera use in an "effort to reduce the growth rate of the Black African population (and concurrently increase the number of whites)."
50 In many instances Depo-Provera was the main, and often the only contraceptive offered to Black women.
51
The ideology that permeated South Africa during the apartheid era was very similar to the racist thinking in colonial Rhodesia. These governments feared that the unchecked growth of the Black population posed a direct threat to the White power structure, as well as a threat to the safety and profits of White society. Although the South African government family planning program instituted in 1974 appeared on its face to be nondiscriminatory, it was evident from the use of intensive advertising campaigns in urban South Africa that Black women were the targeted group for Depo-Provera use.
52 This led many to assume that the implicit goal of the apartheid government was population control and not family planning.
53 These terms were artfully defined by author Monica Bahati Kuumba when she wrote, "Population control is markedly different from the concepts of family planning, access to birth control or reproductive rights. While these latter concepts rest on the notion of equality and informed decisions in the midst of multiple options, population control philosophically is an ideology rooted in inequality, racism and patriarchy." The only way the world became aware of the failings of the new government was through the work performed by key human rights organizations. Specifically, it was a collaborative effort between the Center for Reproductive Law & Policy (CRLP) and the Women's Health Project of South Africa. These organizations jointly prepared a Shadow Report for the Nineteenth Session of the Committee on the Elimination of All Forms of Discrimination against Women. The goal of this report was to challenge South Africa's assertions that the government was committed to protecting the reproductive rights of all women in South Africa. Based on the diligent efforts of NGOs in South Africa, these assertions were challenged, calling into question South Africa's commitment to reproductive rights as "inadequate and inequitable." These NGOs, through their critical research, alleged that there were great discrepancies between the treatment of Black women and White women in South Africa. The NGOs alleged that there was a lack of quality treatment for women of color and that a lack of access to a wide range of contraceptives for Black women essentially forced them to use injectable contraceptives like Depo-Provera. The NGOs also alleged that there was a lack of information on alternative forms of contraception, such as barrier methods. In another similarity to Zimbabwe, a study of eighty-six South African women from various class and racial backgrounds, conducted by the Women's Health Project, found that 81 percent had used contraceptives without proper knowledge about what they were taking. Without the critical research and work done by these NGOs, the reproductive oppression of Black women would not have been addressed as swiftly as it was. By publishing their shadow report and publicizing the stories of these women, these organizations brought the facts to the forefront and forced the state to come into alignment with the normative standards of international human rights laws.
black women in the united states the effect of the eugenics movement. Eugenics is the study of and belief in the possibility of producing a highly gifted race of people by encouraging people with superior genes to breed while discouraging "undesirable" and "defective" individuals from having children. 56 In essence, American eugenicists aimed to eliminate all "defective" people from the population. Included among those who were deemed "defective" were Black people, immigrants from Southern and Eastern Europe, the poor, the homeless, the physically disabled, and the mentally ill.
57 The methods of eugenic elimination included marginalization, institutionalization, and incarceration, as well as restrictions on immigration and miscegenation and laws permitting forced sterilization.
58
Beginning in the early 1900s, movies, magazines, and journals romanticized the philosophy of eugenics.
59 Major philanthropic foundations such as the Carnegie Institution and the Rockefeller Foundation financed eugenics research. By 1928, there were 376 separate eugenics courses in some of the United States' leading universities, enrolling more than 20,000 students.
60 By
1910
, there was a large and dynamic network of scientists, reformers, and professionals engaged in national eugenics projects. These projects produced eugenic legislation that supported forced sterilization and prohibited marriages between the "fit" and "unfit." State legislatures all across the country sponsored this legislation. 61 Through a series of laws and practices, the United States engaged in one of the most pernicious population-control endeavors in history.
62
Several early feminist organizations also promoted eugenic philosophy. One of the most prominent feminists to champion the eugenic agenda was Margaret Sanger, the leader of the American birth control movement and founder of Planned Parenthood.
63 Sanger saw birth control as a means to prevent unwanted children from being born into a disadvantaged life, and she incorporated eugenics rhetoric into the birth control movement. 64 Like traditional eugenicists, Sanger believed "defective" people would pass on mental disease or serious physical defects to their children. 65 Through the persistent lobbying of a committed group of individuals including Sanger, sterilization laws proliferated throughout the United States in the early 1900s. Since feminist organizations advocated both birth control and eugenics-based sterilizations, many Black people in the United States distrusted White feminist organizations and accused them of using contraceptives, abortions, and sterilizations to eliminate the Black population. 66 Consequently, in certain segments of the Black community across the United States, birth control was considered just another tool in the eugenics toolbox.
By the 1950s and '60s, the ideology of eugenics and population control was used by policymakers in the United States to justify disseminating birth control internationally. 67 They claimed that controlling the fertility of poor women, especially in the "developing" world, was necessary to avert poverty, prevent the spread of communism, and increase the ability of the United States to govern world affairs.
68
It has been estimated that, in 1974, between 100,000 and 150,000 poor American women had been surgically sterilized under federally funded programs either against their will or without consent. 69 Nearly half of the women who were sterilized were Black. 70 Although eugenic sterilization laws impacted several segments of the population, primarily low-income people, a disproportionate number of sterilizations were performed on Black women.
71
Most of them were sterilized shortly after giving birth.
72 Many of the Black women who were sterilized were told that if they did not "consent" to sterilization they would no longer be eligible for welfare benefits. 73 In the southern part of the United States, these involuntary surgeries were so prevalent that they became known as the "Mississippi appendectomy."
74 Unfortunately, forced sterilizations were not confined to the South or to Mississippi. They were performed throughout the country.
75 For example, in 1975, the acting director of obstetrics and gynecology at New York Municipal Hospital Mrs. Relf unable to read or write, signed the consent form. She later discovered, however, that her daughters had been surgically sterilized. This case is tragic not only because forced sterilizations had been performed, but because Depo-Provera, a drug that had not yet been approved for contraceptive use in the United States, was at the center of this controversy. As a result of their decision to pursue their legal rights, widespread sterilization abuse funded by the federal government and practiced for decades was exposed. The lawsuit also led to the requirement that doctors obtain "informed consent" before performing sterilization procedures, and it also prohibited the practice of threatening women on welfare with benefits reductions if they refused to "consent" to sterilization. reported that in most major teaching hospitals in New York City, medical residents were encouraged to do "elective hysterectomies" on poor Black and Puerto Rican women as part of their training experience. In the 1990s, when hormonal contraceptives causing temporary sterilization (e.g., Norplant and Depo-Provera) were approved by the FDA, eugenic philosophy once again reared its ugly head in the United States. Unlike Depo-Provera, which can be administered through an injection, Norplant must be surgically implanted.
76 Like Depo-Provera, it causes temporary sterilization, but instead of lasting three years, Norplant sterilization lasts for up to five years.
77 Almost as soon as these temporary forms of sterilization became available in the United States, several state legislatures attempted to compel women on welfare and women whose babies were exposed to drugs as a result of their mothers' prenatal drug use to use Norplant.
78 Several state legislatures and the media touted Norplant as the panacea for reducing poverty in America's Black urban areas. The media endorsed the view that Norplant was well suited for "inner city" young women, the poor, mothers on welfare, and the "less educated."
79
In more than twenty states, legislators proposed laws that would offer financial incentives to women on welfare who "agreed" to use Norplant. Judges gave low-income women convicted of child abuse or drug use during pregnancy the "choice" of taking Norplant or serving jail time.
80 Luckily, the legislative initiatives did not receive enough support from public officials to be . 79 Ollove, supra, note 71. 80 The "reproductive choice" paradigm also divides women up into good-choice makers and badchoice makers. Bad-choice makers are deemed to be "unfit" to be mothers. And when a woman makes a bad choice and is therefore a bad mother, society is justified in punishing her, limiting her welfare eligibility, imprisoning her, and/or terminating her parental rights. Women making "bad choices" therefore become easy targets for sterilization and incarceration. Rickie enacted into law, and the judicial sentences were widely criticized. 81 However, legislation was not needed to force young African-American women living in low-income communities to use Norplant or Depo-Provera. For example, young Black women in Charleston, South Carolina and Chicago, Illinois reported that they were pressured by medical providers to use either Norplant or Depo-Provera immediately after giving birth 82 and immediately following abortion -when women were most vulnerable and least likely to make clear decisions. 83 In most of these scenarios, doctors often failed to take the personal health history of these women into consideration before they made their "choice." 84 In addition, women were not informed of the side effects or the fact that nothing was known about the long-term consequences of using these drugs. This intentional failure to fully inform women about their choices and the practice of recommending only Norplant or Depo-Provera when women are most vulnerable was and is unethical and unlawful. Whereas eugenics was clearly practiced in the United States against Black women,
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it is equally apparent that it was used to control the reproductive capacity of Black women (as well as other women of color) throughout the Diaspora. 87 The Cairo Conference, however, focused not just on population control but on development strategies. The major development strategy relevant here was one that offered a broader range of reproductive health services. 88 Unlike other international population conferences, the ICPD "did not emphasize numerical goals or targets, such as the number of contraceptives to be delivered or births to be averted." 89 Instead, the ICPD focused on the need for greater access to information and more accessibility to reproductive health services so that women could be in a better position to make informed decisions. 90 It recognized that women needed to be empowered to control their reproductive health. 91 When addressing the UN General Assembly, a representative from the Netherlands commented on the successful people-centered approach taken at the ICPD, saying "(it was) built on a formula which essentially amounted to common decency; to face the population problem not through coercion and discrimination, but by giving people the means to follow the path of their choice, freely and responsibly."
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Much of this change in perspective from coercion and discrimination to a respect for human rights was a result of increased participation by and attention to the needs of Black women and women of color in the reproductive rights movement. This shift in perspective was accomplished by NGO debates at Preparatory Committee (PreCom) meetings prior to the ICPD meeting in Cairo. For the first time, reproductive health organizations like NARAL, NOW, and Planned Parenthood 93 gave voice to the concerns of Black women and other women of color. 94 Prior to the PrepCom meetings, these organizations developed women of color projects, which largely focused on the reproductive oppression that women of color experienced as a result of racism and discrimination based on their economic status. Norplant, Depo-Provera, and sterilization became a regular part of reproductive health care discussions. Through the PrepCom meetings, women of color helped define the themes, issues, and objectives of the Conferences, and, in doing so, broadened the agenda.
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Black women at the NGO caucuses from both the United States and developing countries began to push the issue of how limited their contraceptive and reproductive health care choices were. The realization that Black women in the United States had so much in common with Black women in African countries when it came to reproductive health created a transnational force to be reckoned with.
96 Questions were constantly being raised by Black women (and other women of color) in NGO forum discussions at the FWCW: How can we ever achieve "complete physical, mental and social well-being" when we must confront racism and classism in addition to sexism every day? How can we achieve this objective when health care providers do not provide the same level of care to us as they do to White patients? How can we achieve this objective when our "choices" are limited by our economic status, and we are coerced into making decisions? In many ways, these questions culminated in one burning question: Can a human rights approach emerge that will assist women facing multiple levels of oppression in their attempt to achieve reproductive freedom?
In many ways, the questions raised at the NGO forums by Black women were not new. Organizations like the National Black Women's Health Project (NBWHP) 97 had been raising these questions for quite some time. Founded in 1984 (ten years prior to the ICPD), the NBWHP, one of the oldest organizations formed to advance the sexual and reproductive rights of Black women in the United States, had adopted in their vision statement the following 95 The first Preparatory Committee (PrepCom) met in New York in 1991. A second meeting, PrepCom II, was held in 1993; it was followed by the 49th UN General Assembly, which reviewed the proposals put forth in PrepCom II and made recommendations to strengthen the document. In April 1994, planners met for the third PrepCom session, PrepComIII, to complete the final draft of the document to be ratified at Cairo. This statement regarding health reflects the reality that economic wellness, as well as emotional wellness (including the absence of discrimination), is a necessary ingredient in the recipe for good health. Since its founding, the NBWHP 99 had been bringing its concerns, voices, and perspectives to national and international attention. Byllye Avery, the founder of the NBWHP, sought to understand the lives of Black women and the fact that we often live in a conspiracy of silence.
100 She brought poor Black women and middle-class women, rural and urban women into dialogue around reproductive health issues to break this silence. 101 In 1985 (just one year after opening its doors), the NBWHP participated in the UN Third World Conference for Women in Nairobi, Kenya. This experience allowed African-American voices to be heard on a broad range of women's health issues at the national and international level. Of the 20,000 women who attended the Nairobi conference, 1,100 were African-American women. Through the 1980s and 1990s, the NBWHP was intensely engaged in negotiating its place and creating space for other women of color in the women's health movement. In 1992, the NBWHP started a campaign on unsafe contraceptives that focused on educating African-American women about Norplant and Depo-Provera. In 1993, the NBWHP co-organized a coalition of women of color to work on both the 1994 ICPD in Cairo and the 1995 FWCW in Beijing.
The impact of the public education and organizing efforts of NBWHP on unsafe contraceptives helped Black women throughout the Diaspora focus many of the NGO forum dialogues on the differences between Black women's reproductive lives and the reproductive realities of White women. These differences were of global significance because the impact of racism and economic status discrimination in health care existed not only in the United States but all across the world. What made this experience so noteworthy was that the voices of women connected to the NBWHP in the United States were augmented by Black women's voices in NGOs from all over the world at the ICPD and the FWCW.
In several workshops at the NGO forums, Black women throughout the Diaspora told their stories of how they had been coerced, tricked, and deceived into being sterilized either permanently or temporarily through the use of Depo-Provera and Norplant. They stressed the need for the concept of reproductive health to incorporate their concerns regarding informed consent, safety, and affordability of services. They distinguished their experiences from those of White women living in first-world countries, and they established a sense of connection with each other as they realized their reproductive health narratives were eerily similar to each other despite the fact that their governments were different, their languages varied, and their homes were separated by thousands of miles and large bodies of water. It was this shared sense of experience and history that connected Black women and women of color from all over the world. And it was this powerful connection that made it possible for the women gathered at the NGO forum to collectively define reproductive health in a way that would forever change the dialogue around the concept of choice.
The spoken word is powerful. It can change minds and make people think and rethink their positions. Sometimes spoken words have to be repeated over and over again before their significance is understood. In the case of Black women and reproductive health, the reoccurring narratives of sterilization abuse, contraceptive abuse, and the lack of autonomy and dignity that Black women faced in their relationship to their health care providers was echoed globally. Black women in the United States, in African countries, in the Caribbean, and throughout the world realized that, in many ways, their experiences were the same. By insisting on having their experiences recognized by NGOs, Black women helped to change the dialogue around reproductive health.
102 Their narratives and advocacy moved the agenda from the rhetoric of "choice" into the international human rights framework that emphasized freedom from coercion and respect for informed consent, as well as a stated value for the principle of self-determination as it pertains to reproductive health.
The conversations, particularly at the FWCW NGO forums, focused on the false "choices" being offered to Black women (and women of color) all over the world. Black women's health advocates throughout the Diaspora made it clear at the FWCW that reproductive health issues cannot adequately be 102 Nelson, supra note 67. addressed through the "choice" paradigm. 103 In essence, the choice paradigm is an individualistic consumer market concept. Under this paradigm, one has only as much "choice" as she can afford. Consequently, the human dignity that should be intimately intertwined with the delivery of reproductive health services is only guaranteed to those who can afford to choose such services. Concomitantly, safety, which should be at the heart of all reproductive health decisions, is also available only to those who have adequate purchasing power. Under this "reproductive choice" approach, women do not have a right to decide whether and when to become mothers -they merely have a consumer's choice. 104 It was for these reasons that many women of color in general, and Black women in particular, joined together to critique and ultimately reject the "choice" paradigm. Nowhere was this rejection more obvious and significant than at the ICPD and the FWCW, where the definition of reproductive health was expanded as a result of the concerns expressed by Black women and women of color. The history of Black women and their struggle for reproductive freedom is now reflected in the language and goals of international human rights conferences, declarations, and plans of action that represent normative international law in the reproductive health arena.
Loretta Ross, another African-American pioneer in the women's health movement, motivated thousands of Black women and women of color to reject the "choice" paradigm and demand not just reproductive freedom but reproductive justice. 105 Formerly the Executive Director of the National Center for Human Rights Education (NCHRE), Ms. Ross has helped infuse human rights language into the women's health agenda and has helped transform the landscape of the women's health movement in the United States and internationally. It is no coincidence that she was also instrumental in providing training on the human rights framework to women attending the FWCW NGO Forum. She is currently the executive director of the Sister Song Women of Color Reproductive Health Collective (founded in 1997), which is at the forefront of the Reproductive Justice Movement in the United States.
106
Members of the Reproductive Justice Movement argue that women cannot have full control over their reproductive lives unless issues such as racial discrimination, inequalities in wealth and power, and differential access to resources and services are addressed.
107 Consequently, reproductive justice will not be achieved until "women and girls have the economic, social and political power and resources to make healthy decisions about their bodies, sexuality and reproduction for themselves."
108 This cannot occur until the cultural and reproductive lives of Black women are inculcated into the majority-centered reproductive rights approaches. In this sense, the Reproductive Justice Movement marks another phase in the evolution of the women's health movement.
beyond beijing
It has recently been reported that Depo-Provera is being used to limit the reproductive capacity of Black Ethiopian women living in Israel. Rachel Mangoli, an advocate of the rights of Ethiopian children in Israel, 109 noticed that, in 2008, there was a significant drop in the number of children being born in the Ethiopian community.
110 Seeing this as a red flag and suspecting that a birth-reduction policy might have been instituted against Ethiopian women, she approached a local clinic and was advised by the manager that "they had been instructed to administer Depo-Provera injections to Ethiopian women of child-bearing age."
111 In 2010, a women's rights organization, Woman to Woman (Isha L'Isha), reported that Israel had an unwritten policy By placing the experience of Ethiopian women in Israel in context with Black women's experiences worldwide, we have the opportunity to push the reproductive justice framework forward by incorporating the experiences of immigrant women and standing in solidarity with them. Although Black women have played a key role in the normative development of the reproductive rights regime, those rights expressed in the Cairo Programme of Action and the Beijing FWCW Platform will mean little to the well-being of women unless national, regional, and international human rights instruments are used to ensure state compliance with the Cairo and Beijing commitments. The Universal Declaration of Human Rights, the International Covenant on Economic Social and Cultural Rights, the Convention on the Elimination of Discrimination against Women (CEDAW), and the International Covenant on Civil and Political Rights (ICCPR) can all be used to effectuate these goals. This remains the challenge to the reproductive health and reproductive justice movements -movements that have been and will continue to be heavily influenced by the life experience and advocacy of Black women worldwide.
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